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Acne is one of the most common dermatological diseases, 
and obsessive compulsive disorder is among the most fre-
quent psychiatric conditions seen in dermatology clinics. 
Comorbidity of these conditions may therefore be expec-
ted. The aim of this study was to measure obsessive com-
pulsive symptoms and quality of life in patients with acne 
vulgaris, compare them with those of healthy control 
subjects, and determine whether there is any predictive 
value of obsessive compulsive symptoms for quality of 
life in patients with acne. Obsessive compulsive symp-
toms and quality of life measurements of 146 patients 
with acne vulgaris and 94 healthy control subjects were 
made using the Maudsley Obsessive Compulsive Ques-
tionnaire and Short Form-36 in a cross-sectional design. 
Patients with acne vulgaris had lower scores for physical 
functioning, physical role dysfunction, general health 
perception, vitality, and emotional role dysfunction. 
They also had higher scores for checking, slowness, and 
rumination. The only predictor of physical functioning 
and vitality dimensions of health-related quality of life in 
these patients was rumination score. Obsessive compul-
sive symptoms in patients with acne vulgaris are higher 
than in controls, and this may correlate with both disease 
severity and quality of life for patients. Key words: acne 
vulgaris; excessive cleaning; obsessive compulsive symp-
toms; quality of life; rumination.
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Acne is a common dermatological disorder mainly affec-
ting adolescents, but which also affects the adult popula-
tion to some extent (1). Although acne is not physically 
debilitating, it may have a severe effect on social and 
psychological functioning (2). Various psychiatric con-
ditions, such as anxiety, depression, lowered self-esteem, 
and reduced quality of life (QoL), have been reported in 
patients with acne (3–6).

Obsessive compulsive disorder (OCD) is a common 
psychiatric illness with a prevalence of 1–2%, characte-
rized by obsessions, compulsions, or both, which cause 

significant psychological distress or disability (7). Ob-
sessions/compulsions are thought to be among the most 
commonly encountered types of psychopathological 
conditions accompanying dermatological diseases (8); 2 
previous studies reported the rate of Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM) diagnoses of 
OCD to be 20% and 24.7% among patients admitted to 
dermatology outpatient clinics (9, 10). In another study, 
compulsions involving the skin were listed among the 
more frequently encountered problems in patients who 
visited dermatology clinics (11). 

Acne is one of the most frequent dermatological di-
seases seen in dermatology clinics, and OCD is among 
the most frequent psychiatric conditions seen in derma-
tology clinics (12). Thus, comorbidity of these condi-
tions may be expected in daily clinical practice. Studies 
have shown associations between acne and obsessions/
compulsions (12–17). A compulsive urge to manipulate 
the skin has been reported in patients with acne excoriée 
(14, 18). Increased psychopathology may become both 
a result, as well as a partial cause, of persisting acne in 
these patients, and a vicious cycle may develop. In ad-
dition to compulsion to excoriate among patients with 
acne, they may also have obsessive thoughts about the 
oiliness of their faces. 

Although some aspects of OCD seen in dermatologi-
cal diseases, including acne excoriée, have been studied 
previously, to the best of our knowledge the association 
between obsessive compulsive symptoms and QoL in 
patients with acne vulgaris has not yet been studied 
thoroughly. The aims of this study were to measure 
obsessive compulsive symptoms and QoL in patients 
with acne vulgaris and compare the results with those 
for healthy control subjects.

MATERIALS AnD METHODS

Subjects
Among the admissions to dermatology outpatient clinic of 
Silvan State Hospital located in southeastern part of Turkey 
146 consecutive patients with acne vulgaris who agreed to 
participate and gave informed consent were included in the 
study. The study period was between January 2010 and novem-
ber 2010. Inclusion criteria for patients diagnosed with acne 
vulgaris were: age over 15 years; educated to at least primary 
school level; not taking any medication; and willingness to 
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participate in the study. patients were excluded if they had any 
other dermatological disorder or medical disease that might 
cause psychological distress.

The healthy control group in this study comprised 94 age- and 
sex-matched subjects who were close relatives of the patients 
with acne, and who reported having no dermatological symp-
toms or other diseases. Control subjects also gave informed 
consent to participate in the study.

Data collection and measurements
Semi-structured interview form. This was prepared by the 
authors to collect demographic variables including age, gender, 
educational level and marital status.
Global Acne Grading System (GAGS). The GAGS is a quantita-
tive scoring system to assess acne severity. It was first developed 
by Doshi et al. in 1997 (19). The total severity score is derived 
from summation of 6 regional sub-scores, each of which is 
derived by multiplying the factor for each region (factor for 
forehead and each cheek is 2, chin and nose is 1 and chest and 
upper back is 3) by the most heavily weighted lesion within each 
region (1 for ≥ 1 comedone, 2 for ≥ 1 papule, 3 for ≥ 1 pustule 
and 4 for ≥ 1 nodule). The regional factors were derived from 
consideration of surface area, distribution and density of pilo-
sebaceous units. The severity was graded as mild if the score 
was 1–18, moderate 19–30, severe 31–38, and very severe if 
the score was more than 38 (19, 20).
Maudsley Obsessive Compulsive Questionnaire (MOCQ). The 
MOCQ was developed by Hodgson & Rachman (21) in 1977 
to measure obsessive and compulsive symptoms. It is used for 
assessing the obsessive and compulsive symptoms in psychiatric 
patients and as a screening tool in other populations. The original 
questionnaire comprises 30 yes/no choice questions and provides 
4 subscale scores, including checking, cleaning, slowness, and 
doubting. MOCQ has no defined cut-off scores for obsessions and 
compulsions. Higher scores reflect increased severity. The validity 
and reliability of the Turkish version of MOCQ was demonstrated 
by Erol & Savasir in 1988 (22). The Turkish version of the ques-
tionnaire contains an additional 7 questions from the Minnesota 
Multiphasic personality Inventory (MMpI) about rumination. 
Thus, the Turkish version of the MOCQ provides a rumination 
sub-score, which is not included in the original version (22).
Short Form-36 (SF-36). The SF-36 is the most widely used 
self-report scale to measure health-related QoL. It successfully 
measures patients with medical or psychological disorders as 
well as healthy subjects. The SF-36 can be used to assess both 
positive and negative aspects of health, and it is accepted to be 
sensitive to small changes in disability status. It was developed 
by Ware & Sherbourne in 1992 (23). It provides scores ranging 
between 0 and 100, which indicate QoL in 8 dimensions of 
health (physical functioning, physical role difficulty, bodily 
pain, general health perception, vitality, social functioning, 
emotional role difficulty, mental health). Higher scores reflect 
a better QoL. The validity and reliability of the Turkish version 
of the SF-36 was demonstrated by Kocyigit et al. in 1999 (24).
Hospital Anxiety and Depression Scale (HADS). The HADS was 
first developed by zigmond & Snaith in 1983 (25). It consists 
of 14 questions with multiple choices. It provides 2 sub-scores 
(anxiety and depression) and a total score. It is accepted as a 
reliable screening instrument for clinically significant anxiety 
and depression and is a valid measure of the severity of these 
disorders (26). The HADS total score is also a valid measure of 
“emotional distress” or “psychological distress”, thus the HADS 
can be used as a measure of overall psychiatric morbidity (27). 
The validity and reliability of the Turkish version of HADS was 
demonstrated by Aydemir et al. in 1997 (28).

Procedure
An interview form prepared by the authors was used to collect 
data on the demographic and clinical features of both groups. 
All patients underwent a complete dermatological examination 
and completed the GAGS. All participants also completed a 
global measure of anxiety and depression (HADS), an inventory 
measuring obsessions and compulsions (MOCQ), and a quality 
of life scale (SF-36). 

Statistical analysis
Statistical analysis was carried out using the Statistical package 
for Social Sciences 11.5 (SpSS 11.5) software. Student’s t-test 
was used for the comparison of continuous variables, and χ2 test 
for the comparison of categorical variables. pearson correlation 
analysis was used in the evaluation of the correlation between 
scores of the different scales and other relevant variables. 
Demographic and clinical variables that were likely to influence 
disability were assessed by multiple linear regression analysis.

RESULTS 

The mean age of the 146 patients with acne vulgaris was 
20.5 ± 4.7 years (range 15–38 years; 70 males [47.9%], 
76 females [52.1%]). In this group 128 (87.7%) patients 
were single and 18 (12.3%) patients were married. 
Their mean duration of education was 11.6 ± 2.8 years, 
starting from 7 years of age. The mean duration of acne 
was 47.3 ± 37.5 months (range 1–168 months). Mean 
acne severity, determined by GAGS, was 14.8 ± 7.2 
(range 4–32). 

The healthy control group comprised 94 subjects, 
mean age 20.9 ± 5.1 years (range 15–32 years; 43 ma-
les [45.7%], 51 females [54.3%]). In the control group 
76 (81%) subjects were single and 18 (19%) subjects 
were married. Their mean duration of education was 
11.5 ± 3.0 years. 

none of the above demographic variables showed 
any statistically significant difference between the acne 
vulgaris group and the control group.

The mean scores of psychiatric measurements 
(MOCQ and HADS) and health-related quality of life 
(SF-36) of the patients with acne vulgaris and control 
subjects are shown in Table I. patients with acne vulgaris 
had higher MOCQ scores for checking, slowness, and 
rumination than the healthy control subjects. In terms 
of QoL they showed significantly lower scores for phy-
sical functioning, physical role difficulty, general health 
perception, vitality, emotional role difficulty than the 
control subjects. Both groups were similar in terms of 
HADS subscores and total score (Table I). In the acne 
vulgaris patient group, there was no gender difference 
in terms of anxiety, depression, QoL dimensions and 
obsessive compulsive symptoms. 

Correlations between age, education, acne duration 
and severity, levels of obsessive compulsive symptoms 
and health-related QoL dimensions in patients with acne 
vulgaris are shown in Table II. There was no significant 
correlation between the duration or severity of acne and 
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any dimension of QoL. Acne duration was negatively 
correlated with cleaning score in MOCQ. All dimen-
sions of the SF-36 were negatively correlated with 
rumination level measured with the MOCQ. negative 
correlations were also present between general health 
perception dimension and slowness, vitality dimension 
and both slowness and doubting. On the other hand, 
physical and emotional role functioning dimensions 
were both negatively correlated with all dimensions of 
the MOCQ. In addition, education level was positively 

correlated with all dimensions of QoL expect bodily 
pain and social functioning. 

In this study, as shown in Table I, some dimensions of 
QoL, including physical functioning, physical role dif-
ficulty, general health perception, vitality, and emotional 
role difficulty, were poorer in patients with acne vulga-
ris. Multiple linear regression models were constructed 
for those dimensions of QoL that included each of these 
QoL dimensions as dependent variables separately. Age, 
duration of education, acne duration and severity, total 
score and sub-scores of HADS, gender, marital status, 
and scores obtained from all dimensions of MOCQ 
have been introduced into these regression models as 
independent variables. Among the generated models 
only two models, those tested independent predictors 
of physical functioning and vitality, were significant 
(F = 2.412, R = 0.392, R2 = 0.151, adjusted R2 = 0.90, 
p = 0.011 for physical functioning; F = 3.712, R = 0.488, 
R2 = 0.238, adjusted R2 = 0.174, p < 0.001 for vitality). 
Rumination score was found to be the only predictor of 
both dimensions of quality of life in patients with acne 
vulgaris  (β = –3.734 p = 0.001; β = –2.077 p = 0.027, 
respectively). 

DISCUSSIOn

OCD has been reported to be the second most common 
psychiatric disorder in dermatology clinics, following 
depression (29). Compulsions involving the skin have 
been reported to be among the more frequently encoun-
tered problems in patients visiting dermatology clinics. 
They have also been reported to reflect an underlying 
OCD in dermatology patients. For example, Fineberg 
et al. (9) reported a DSM diagnosis of OCD in 20% of 
92 consecutive dermatology referrals and concluded 

Table I. Comparison of psychological measurements of patients 
with acne vulgaris (n = 146) and healthy control subjects (n = 94)

Acne vulgaris 
Mean ± SD

Healthy 
controls 
Mean ± SD t p

HADS
Anxiety 8.47 ± 4.13 8.15 ± 4.043 0.67 0.52
Depression 6.77 ± 3.61 6.48 ± 2.96 0.60 0.55
Total 15.16 ± 6.78 14.60 ± 6.02 0.66 0.51

SF-36
physical functioning 72.74 ± 24.07 79.04 ± 20.12 –2.11 0.03
Physical role difficulty 52.34 ± 35.84 63.03 ± 35.68 –2.26 0.03
Bodily pain 60.67 ± 19.04 57.32 ± 24.02 1.17 0.25
General health perception 53.43 ± 19.13 60.89 ± 18.15 –2.92 0.01
Vitality 52.27 ± 19.98 59.57 ± 20.32 –2.68 0.01
Social functioning 64.48 ± 25.40 67.02 ± 24.10 –0.76 0.45
Emotional role difficulty 49.42 ± 37.49 59.92 ± 36.76 –2.13 0.03
Mental health 53.36 ± 20.11 56.43 ± 19.87 –1.13 0.26

MOCQ
Checking 3.82 ± 2.24 3.00 ± 2.13 2.80 0.01
Cleaning 5.42 ± 2.05 4.98 ± 1.99 1.64 0.11
Slowness 3.14 ± 1.82 2.39 ± 1.40 3.59 0.01
Doubting 3.69 ± 1.51 3.70 ± 1.48 –0.05 0.96
Rumination 4.83 ± 2.41 4.03 ± 2.31 2.54 0.01

Significant values are shown in bold. 
HADS: Hospital Anxiety and Depression Scale; SF-36: Short Form-36 
(health-related quality of life scale); MOCQ: Maudsley Obsessive Compulsive 
Questionnaire. 

Table II. Correlations between acne duration, global acne grading score, quality of life dimensions, and obsessive compulsive symptoms 
in patients with acne vulgaris

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

1 0.0 –0.10 –0.13 0.17* 0.01 0.02 –0.02 0.06 0.16 0.02 –0.07 –0.18* –0.12 –0.07 –0.16
2 0.0 0.14 0.05 –0.07 0.02 0.02 0.06 0.03 0.01 –0.09 –0.09 –0.10 –0.05 –0.05
3 0.0 0.30** 0.21* 0.32** 0.31** 0.20* 0.27** 0.28** –0.08 0.05 –0.01 –0.13 –0.23**
4 0.0 0.27** 0.35** 0.34** 0.34** 0.72** 0.37** –0.19* –0.19* –0.21* –0.21* –0.30**
5 0.0 0.34** 0.39** 0.36** 0.25** 0.35** –0.11 –0.03 –0.17 –0.09 –0.22*
6 0.0 0.63** 0.45** 0.38** 0.50** –0.08 –0.12 –0.18* –0.11 –0.29**
7 0.0 0.50** 0.31** 0.68** –0.17 –0.05 –0.21* –0.18* –0.33**
8 0.0 0.38** 0.44** –0.12 –0.17 –0.18* –0.07 –0.29**
9 0.0 0.30** –0.16 –0.23** –0.24** –0.17* –0.29**

10 0.0 –0.12 –0.04 –0.11 –0.12 –0.19*
11 0.0 0.52** 0.63** 0.49** 0.56**
12 0.0 0.47** 0.42** 0.39**
13 0.0 0.47** 0.54**
14 0.0 0.49**
15 0.0

*p < 0.05, **p < 0.01.
SF-36: Short Form-36 (health-related quality of life); MOCQ: Maudsley Obsessive Compulsive Questionnaire; 1: acne duration, 2: global acne grading scale, 
3: SF-36 physical functioning, 4: SF-36 physical role difficulty, 5: SF-36 bodily pain, 6: SF-36 general health perception, 7: SF-36 vitality, 8: SF-36 social 
functioning, 9: SF-36 emotional role difficulty, 10: SF-36 mental health, 11: MOCQ-checking, 12: MOCQ-cleaning, 13: MOCQ-slowness, 14: MOCQ-
doubting, 15: MOCQ-rumination.
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that there was a high prevalence of clinically relevant 
OCD in dermatology patients. In addition, Demet et 
al. (10) reported a diagnosis of OCD in 24.7% of 166 
patients admitted to a dermatology outpatient clinic. It 
is perhaps important to note that, in their study, 43.9% 
of patients with OCD also had sebaceous gland diseases 
including acne as the most common type. In our study, 
the higher levels of checking, slowness, and rumina-
tion, found in patients with acne vulgaris, appear to 
be consistent with the results of the above-mentioned 
studies, which reported increased frequency of OCD in 
dermatology clinics. Further support for this suggestion 
comes from some recent molecular studies showing the 
involvement of cytokines and corticotropin-releasing 
hormone in the pathophysiology of acne, factors which 
are known to play a role in many psychiatric conditions, 
such as anxiety and depression (30–32). 

Many patients experience emotional sequelae of ha-
ving a disfiguring skin disease (33). Thus, acne vulgaris 
may account for the high level of obsessive compulsive 
symptomatology in our study population. In addition, 
patients with acne may have thoughts or urges related 
to excessive picking or scratching of their normal skin 
or skin with minimal surface texture irregularities (33, 
34). In addition to the compulsion to excoriate among 
patients with acne, there is also a common view that they 
may have obsessive thoughts about the oiliness of their 
faces. The negative correlation between duration of acne 
and cleaning score shown in patients with acne vulgaris 
supports this view, given the fact that patients may be 
habituated to their feelings of greasiness over time. 
The high rumination score found in patients with acne 
vulgaris in our study may be related to the compulsion 
to excoriate surface texture irregularities on their skin 
or to obsessive thoughts about their appearance. Thus, 
one may expect high scores for checking and slowness 
in these patients as they are thought to be preoccupied 
with their appearance. On the other hand, studies have 
reported an underlying depressive disorder in patients 
with acne who are excessively preoccupied with their 
skin (12). However, the similar levels of depression in 
patients with acne vulgaris and healthy control subjects 
in our study, as determined by HADS, greatly reduces 
the probability of the existence of underlying depression 
in patients with acne vulgaris. 

Numerous studies have reported a significant de-
crease in QoL in patients with acne (3, 35–38). The 
results of the present study, showing decreased physical 
functioning, physical role dysfunction, general health 
perception, vitality, emotional role dysfunction scores in 
patients with acne vulgaris reinforce those of previous 
studies (36–38). For example, in a recent study of 454 
patients with acne, the same dimensions of QoL, except 
general health perception, were also reported to be be-
low 60% (36). The results of studies on the relationship 
between QoL and the duration and severity of illness, 

and gender, are extremely variable and inconsistent 
(38). In our study, there were no correlations between 
duration and severity of acne, and QoL. In addition, 
any gender difference was not observed in terms of 
QoL dimensions. 

Some psychiatric symptoms, such as anxiety and 
depression, are well-known factors associated with 
QoL in patients with acne (39–41). However, to the best 
of our knowledge the relationship between obsessive 
compulsive symptomatology and health-related QoL 
has not been reported previously. According to our fin-
dings, worse physical and emotional role functioning 
are associated with an increase in obsessive compul-
sive symptoms. Furthermore, increased rumination in 
patients with acne vulgaris was negatively correlated 
with worse QoL in all dimensions. Slowness and doubt-
ing were also associated with poorer vitality, whereas 
slowness alone was correlated with worse general health 
perception. Given our findings, one may conclude that 
obsessive compulsive symptoms are closely associated 
with QoL in patients with acne vulgaris. Regression 
analysis concluded that the QoL dimensions physical 
functioning and vitality in these patients were predicted 
only by their reported rumination level. Thus, obsessive 
compulsive symptoms, at least rumination, may account 
for the deterioration in QoL experienced by patients 
with acne vulgaris. 

This study has some limitations. First, to assess 
the obsessive compulsive symptoms, a scale rated by 
clinicians would be more appropriate. In addition, iden-
tifying the frequency of OCD in addition to its severity 
would provide further information about its comorbi-
dity with acne vulgaris. Secondly, it would be better to 
assess QoL with a scale more specific to patients with 
acne vulgaris rather than using the SF-36, which is a 
general health-related QoL measure. However, to assess 
associations between obsessive compulsive symptoms 
and QoL might not be possible if a scale specific for acne 
were used. Thirdly, we studied the obsessive compulsive 
symptoms of patients with acne vulgaris who live in a 
very small area of Turkey, and these results may not be 
applicable to a wider population. 

In conclusion, the severity of obsessive compulsive 
symptoms may be greater in patients with acne vulgaris 
than in healthy control subjects and may correlate with 
QoL. This relationship should be taken into account by 
clinicians, in order to provide better healthcare, referral 
and treatment for patients with acne vulgaris.
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